INTRODUCTION AND OBJECTIVES: Radical cystectomy for bladder cancer is a complex surgical oncology procedure. Accumulating data suggest variation in outcomes based on hospital and surgeon characteristics. Centralization of this procedure to high volume, fellowship-trained surgeons may improve clinical outcomes. High quality data examining the impact of radical cystectomy centralization are lacking. At the University of Alberta, radical cystectomy was centralized at a single institution and performed by 1 of 2 urologic oncologists starting in August 2013. Our objective was to compare outcomes of radical cystectomy before and after centralization of care.
METHODS: A retrospective analysis of data from the University of Alberta Radical Cystectomy Database was performed. Eligible subjects were those with histologically proven urothelial carcinoma of the bladder (cTanyN1-3M0) undergoing curative intent surgery. Patients were classified into pre-centralization era (1994-2007; N¼523) and post-centralization era (2013-present; N¼134) cohorts for analyses. Pre-centralization era patients were treated by 1 of 11 urologic surgeons at 2 academic teaching hospitals. Post-centralization era patients were treated by 1 of 2 fellowship-trained urologic oncologists at 1 academic teaching hospital. Outcomes were overall survival, 90-day mortality rate, positive surgical margin (R1) resection rate, total number of lymph nodes evaluated, and 90-day blood product transfusion rate. The Kaplan-Meier method and multivariable regression analyses were used to analyze survival outcomes. Statistical tests were twosided (p 0.05).
RESULTS: The median follow-up duration in the pre-and postcentralization era was 33 months and 16 months, respectively. The predicted 2-year overall survival rate was 62% in the pre-centralization era and 84% in the post-centralization era (Log rank P¼0.0007; multivariable HR 0.40, 95% CI 0.24 to 0.68, P<0.0001). Treatment in the post-centralization era was associated with lower 90-day mortality (6.3% versus 1.5%, multivariable OR 0.23, 95% CI 0.06 to 0.99, P¼0.049), R1 resection (13.0% versus 1.5%; multivariable OR 0.07, 95% CI 0.01 to 0.51, P¼0.009), and 90-day blood product transfusion (59% versus 6%, P<0.0001) as well as higher total number of lymph nodes evaluated (7 versus 30 lymph nodes, P<0.0001).
CONCLUSIONS: Surgical treatment in the post-centralization era was associated with superior survival, cancer control, and perioperative outcomes. Risk Calculator is commonly used in the preoperative setting. The risk profile generated is often used during the informed consent process and may in the near future be used as a quality measure linked with reimbursement. We aimed to evaluate the accuracy of this NSQIP risk calculator in patients undergoing radical cystectomy with urinary diversion.
Source of
METHODS: We retrospectively reviewed our institutional database to identify patients undergoing radical cystectomy with urinary diversion between 2010 and 2015. We used the proprietary NSQIP online calculator, which incorporated the procedure-specific CPT code, to obtain a 30-day postoperative risk profile for each of eleven outcomes, which were then compared to actual outcomes for each patient. Brier scores (BS) were calculated as a measure of NSQIP calculator accuracy. Consistent with prior studies, we selected a threshold of BS <0.01 (90% accuracy) as an acceptable calculator. RESULTS: We included 567 patients who underwent radical cystectomy, of whom 364 (64%) received an ileal conduit (IC) and 203 (36%) received orthotopic neobladder diversion (ONB). Mean age was 68.24 years (AE10.40) and 435 (76%) were male. BS exceeded the threshold of 0.01 (indicating poor predictive value) for serious complications, any complications, surgical site infection, urinary tract infection, deep venous thrombosis, renal failure, readmission, return to operating room, and discharge to rehabilitation facility, regardless of diversion type (see Figure 1 ) -risk was underestimated for each of these complications. Length of stay was underestimated by 17% and risk of serious complication was underestimated by 31%. The calculator did adequately predict the risk of death for patients receiving ONB and overall.
CONCLUSIONS: The universal NSQIP surgical risk calculator inaccurately predicts most postoperative complications in patients undergoing radical cystectomy with urinary diversion. This highlights the need for a procedure-specific risk calculator in order to better counsel patients in the preoperative setting and generate realistic quality measures. . 197, No. 4S, Supplement, Monday, May 15, 2017 

